Routine screening for intimate partner violence in public health care settings in Kenya:
An assessment of acceptability 
Executive Summary
Although routine screening for intimate partner violence (IPV) is a current recommendation of several professional associations in industrialized countries, developing country contexts such as Kenya have yet to take on this task. There are good reasons for this hesitation, given that strong health systems should ideally be in place prior to the introduction of IPV screening. The current proliferation of one-stop Gender Based Violence (GBV) centers in African countries, however, now provides an opportunity to determine the acceptability of routine IPV screening. That violence has become an increasingly serious public health concern in the region emphasizes further the need for acceptability assessments around this issue. As most research on IPV screening has been conducted in developed countries, this study serves as one of the first in a developing country context to assess the acceptability of IPV screening from the perspective of providers and clients in public health care settings.
Drawing primarily on qualitative methods, the study used a descriptive case study design (involving semi-structured, in-depth interviews with clients and providers, and client flow observations) to assess the acceptability of screening for IPV. The study was conducted in Kenyatta National Hospital (KNH), Nairobi -the oldest and largest public referral hospital in the East African region. The antenatal care clinic, the HIV comprehensive care centre, the Gender-Based Violence Recovery Centre, and the Youth Centre of KNH served as the specific study sites.
Findings from the study are summarized as follows:
1. There is considerable concurrence between providers and clients on the importance and relevance of screening and referrals for the care and treatment of violence. The single area of disconnect between providers and clients lies in the definition of IPV. Providers tended to cast IPV into the realm of sexual violence, while clients and survivors included the physical, economic, and emotional/psychological aspects of IPV as relevant, if not more common than sexual violence. This challenge could be easily remedied through trainings and raising advocacy around all aspects of violence and the services available in response.
2. IPV is perceived by clients and providers as being a highly prevalent issue in the lives of Kenyan women, with providers estimating that it is a lived experience of anywhere from a third to over half of their clients, an estimate supported by national DHS data.
3. Despite perceptions that IPV is extremely prevalent in the lives of women, few clients are aware of the existence of the Gender-Based Violence Recovery Centre at Kenyatta National Hospital. Yet, clients perceive that survivors of IPV are more likely to seek assistance in hospital settings than with family or friends.
4. Although compliance with referrals among clients is often linked to external factors that prompt and encourage follow-through, the study found that there are also important (and usually overlooked) internal factors that could serve to ensure improved IPV referral compliance.
5. Young people in this study emerged as a special group with slightly different needs from other clients. Their main concerns revolved around the need for the IPV screening process to be youth-friendly.
6. All providers and clients interviewed were of the opinion that screening for IPV is an important and useful undertaking that would be highly beneficial to women. Given the perceived importance of the issue, providers also gave recommendations for other departments within Kenyatta National Hospital where screening is needed, considering the estimated large number of IPV cases that are likely present in these settings.
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In conclusion, routine screening for IPV is acceptable to providers and clients at Kenyatta National Hospital. However, to be effective as a routine service, the system as it currently stands needs to be reinforced in specific ways, including greater assurance of confidentiality, more positive provider attitudes and higher respect for clients' rights. These weaknesses are typical for the quality of care for similar services provided within accredited public sector health facilities in Kenya.
Based on the results of this acceptability study, an IPV screening tool was developed in October 2011 by the Kenyatta National Hospital's IPV Taskforce in collaboration with the Population Council. This tool will be piloted in 2012, through a partnership between the Population Council and Kenyatta National Hospital, to assess the feasibility of administering it routinely in public health care settings to fully measure the success of the IPV screening program-the first of its kind on the African continent.
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Background and Problem Statement
Historically referred to as 'domestic violence,' intimate partner violence (IPV) describes physical, sexual, or psychological harm by a current or former intimate partner or spouse, and can occur among heterosexual and same-sex couples alike. 1 Routine screening for intimate partner violence (IPV) is a current recommendation of several professional associations in industrialized countries such as the United States and the United Kingdom. Arguments in favor of IPV screening hold that quality of care is compromised as a consequence of failure to inquire about violence. Opportunities to remove women and children from harmful situations are also missed as a result. Although evidence points to the ability of screening to detect various forms of violence, much of the research in question has occurred outside developing country contexts.
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In developing countries, where integrated services exist, emphasis has been placed on training health care workers to address the immediate care and treatment procedures for sexual violence as an intervention strategy within hospitals and clinics. Routine screening for violence, through various points of entry into or within medical facilities, has been less of a priority. Yet, a review of IPV among couples in 10 developing countries ranked Kenya among the countries with the highest prevalence rate of reported sexual violence in current relationships (15%) 3 . This finding corroborated that of a domestic violence survey in Kenya carried out by the Federation of Kenya Women Lawyers (FIDA) in 2002, indicating that the most common human rights violation in Kenya is domestic violence. 4 More recently, the 2008/09 Kenya Demographic and Health Survey indicated that almost half (45%) of 15-49 year old women reported having experienced either physical or sexual violence in their lifetime.
The consequences of IPV are often devastating, affecting survivors' physical health and mental well-being. Left untreated, exposure to violence can have profound impacts on core aspects of a survivor's emotional, behavioral, physical and social health. Violence has been shown to be closely correlated with poor reproductive health outcomes, including but not limited to unwanted pregnancy, premature labor and birth, as well as sexually transmitted diseases. Physical and sexual violence also simply affect survivors' overall quality of life, diminishing productivity and eroding self-esteem and worth, all of which impact negatively on families, especially children who are often observers of such victimization . Yet, many gaps in services remain. Referrals between the community, police and medical sectors remain weak overall. Referrals within medical facilities where GBV services are nested appear to be equally as weak, with survivors lost to follow-up even within hospital premises. Furthermore, in most cases, the system that has been developed is geared toward responding to emergency medical treatment rather than follow-up or longer-term care, especially in the case of chronic violence common with IPV. Current models of service delivery, because they are based largely on immediate and emergency care, mainly address cases of rape and assault resulting in injuries. The fact that many gender-based violence centers are referred to as 'post-rape care' services may also be seriously limiting the ability of the health care system to capture all survivors of violence-and notably those experiencing chronic IPV.
From the survivor's perspective, routine screening may help identify victims early before violence escalates further, which has been shown to significantly reduce survivors' morbidity and mortality 11 . Some researchers argue that routine screening also improves sexual and reproductive health-related diagnosis, treatment, and counseling by helping providers to understand the underlying cause behind many conditions. Furthermore, in a social context where violence is widely unreported, screening may enhance access to existing services 12 . These issues, and the apparent failure of the current health system in Kenya to capture large proportions of survivors of violence, provide ample justification for testing the acceptability of IPV screening services in medical facilities.
Project Aims
The overall goal of this project was to assess the acceptability of routine screening for intimate partner violence in Kenyan public health care settings.
Specifically, the project aimed to:
1. assess the acceptability of routine IPV screening from the perspective of health providers (including the willingness and capacity of health providers to implement routine IPV screening in clinical settings offering reproductive health and HIV services, and the potential barriers and facilitators to this process);
2. assess the acceptability of being asked questions around IPV from the perspective of female clients, and the extent to which this might encourage or discourage their use of GBV/IPV services;
3. describe client flow and referral systems for survivors of violence in selected sites;
4. design an appropriate tool for IPV screening.
Project Design
Drawing primarily on qualitative methods, the study used a descriptive case study design (involving semi-structured, in-depth interviews with clients and providers, and client flow observations in four sites -each studied as a separate 'case') to assess the acceptability of screening for IPV in public health care settings.
The study was conducted in Kenyatta National Hospital (KNH), Nairobi -the oldest and largest public district referral, teaching, and research hospital in the East African region, with an average annual outpatient attendance rate of 600,000 visits per year. 13 KNH brings with it certain advantages: the Gender-Based Violence Recovery Centre (GBVRC) at KNH, which offers comprehensive post-rape care services and attends to other forms of violence, is located within the hospital's Patient Support Centre, which is also home to KNH's Psychiatry Department. Given that IPV clients would be likely to need extended counseling; this was viewed as an ideal setting from which to effectively triage IPV clients screened from other departments, should the acceptability of routine IPV screening be established. The Patient Support Centre offers psychosocial support to special populations (such as substance abuse clients and HIV-positive clients), with GBVRC staff providing services across both centers (i.e., the GBVRC and the wider Patient Support Centre). As a result, there is already a cadre of staff at KNH accustomed to providing services to special populations. These considerations informed the selection of KNH as the overall study site.
Data Collection
Within KNH, four study sites were selected to serve as relevant locales from which findings would be compared, namely, the antenatal care (ANC) department, the HIV comprehensive care centre (CCC), the GBVRC, and the Youth Centre.
14 A theory-driven sampling strategy 15 was employed, as prior theoretical knowledge (specifically, the fact that studies show violence is often a feature in the lives of pregnant women, HIV-positive women, and youth, and the fact that current models of service provision to survivors in GBV clinics tend to overlook the issue of IPV) informed the selection of the study sites within KNH.
The interview instruments were translated into the local language (Kiswahili), pre-tested, and adjusted accordingly. In addition, two research assistants with extensive experience in sexual and reproductive health-related data collection received training on the goals of the project, the content of the tools, data collection, ethics, and verbatim hand-recording of interviews over a five-day period. Sensitization on gender-based violence also formed a core part of the training.
Ethical and research clearance for the study were provided by the Institutional Review Board of the Population Council, the KNH/University of Nairobi Ethics and Research Committee, the National Ethical Review Committee of the Kenya Medical Research Institute, and the Kenya National Council for Science and Technology. Individual, written informed consent was obtained from all participants before conducting the interviews.
Data collection took place from April to June, 2011 and included client flow observations in ANC, CCC, and Youth Centre settings, as well as semi-structured, in-depth interviews with service providers and clients in ANC, CCC, GBVRC, and Youth Centre departments at KNH. Similar field guides were used for interviewing providers in all departments. Clients were also interviewed using the same qualitative tool, with slight modifications made to the field guide used to interview clients at the GBVRC (see Appendix for field guides used in this study). A total of 68 clients and 11 providers were interviewed, while 22 client flow consultations were conducted. Participants satisfying the following criteria were eligible for individual interviews:
Female clients aged 18 and above that sought services at one of the four study sites during the data collection period. Providers, regardless of sex, fitting the pre-determined profile of providers to be interviewed that was generated prior to data collection.
The pre-determined profile of providers to be interviewed (see Table 1 ) was generated to ensure that a range of provider perspectives was gathered, and that providers who were best-placed to provide perspectives on IPV screening were included in the study. Client flow observations: Client flow observations were conducted with a total of 22 clients across three study sites (the ANC (10 clients), CCC (6 clients), and Youth Centre (6 clients) -to gather information on average client waiting times and basic information on client movement from entry into, to exit from, the health care system.
A research assistant, armed with a client flow observation form (see Appendix), would engage with individual clients from the moment they entered the department concerned, recording the client's time of arrival, provided the client was willing to participate in this exercise. The research assistant would accompany the client for the duration of her KNH visit, recording the exact time spent at each service point, as well as the service point itself (e.g., reception/registration, weighing room, main provider room, pharmacy, and laboratory), and the path of the client through the services attended. The client and research assistant would sit together while in waiting areas (reception/registration), and the research assistant would wait for the client in the waiting area whenever the client was being attended to by a provider. The client would be observed until she left the hospital grounds, and the time of departure was also noted.
Client flow observations were not conducted at the GBVRC because it is housed in the same location as the Patient Support Centre and so it was difficult to distinguish clients that had come in for GBV services from those attending for other reasons. Given the sensitivity of the subject of IPV, it was considered ethically appropriate to refrain from engaging GBVRC clients in this particular aspect of the study.
Although in the original study design, six client observations were to be conducted in each study site, a total of 10 client observations were carried out at the ANC, following a special request from the Head of Department, who was particularly interested in client flow issues within this setting.
In-depth interviews: Short, semi-structured, in-depth interviews assessed the acceptability of routine IPV screening from the perspective of providers and clients. The interviews explored issues of understanding of IPV as a component (or not) of GBV, perceptions of screening and its implications, and, in the case of providers, institutional capacity to screen and refer. A total of 11 provider and 68 client in-depth interviews were conducted across ANC, CCC, GBVRC, and Youth Centre settings at KNH.
Clients interviewed at the GBVRC were initially screened by a trained psychologist within the GBVRC for psychological readiness to participate in the study. Once psychological readiness was established, and if the client concerned was interested in the study and willing to be interviewed, she was referred to a trained research assistant for an interview. Fewer client interviews were conducted at the GBVRC than in any other study site due to the fact that most clients during the study period presented with severe trauma and were therefore not in a position to participate in the study. Table 1 above provides an outline of interviews conducted with providers and clients.
Data Analysis Client Flow Observations
As previously noted, clients were observed from the moment they entered the department (ANC, CCC, or Youth Centre) until they left the hospital grounds. Research assistants recorded waiting times as well as the path of the client through the services attended. The number of points where the client stopped or interfaced with providers, and the client's movement within the hospital were recorded. Notes were also recorded to explain lengthy waiting times.
The analysis of client flow observation data involved calculating the average total time spent at KNH, the average waiting time, and the percent waiting time for clients in each department.
In-depth Interviews
The in-depth interviews were hand-recorded verbatim by trained research assistants. By the end of each day, the hand-recorded interview transcripts were typed up in MS Word. Data were analyzed using content analysis techniques primarily, with codes developed and configured along lines of topical inquiry. During this process, however, themes that proved important for assessing IPV screening acceptability emerged, and also formed a part of the final analysis. Each study site constituted a separate 'case' in the analysis initially and this process of 'within-case analysis' 16 facilitated understanding of the individual narrative that developed from each site. This was followed by a 'cross-case analysis' 17 stage in which comparisons were made between the common, dominant themes emerging across the four study sites as well as across the two respondent groups (i.e., providers and clients). Variations from dominant themes were also sought and noted as part of the analysis. The ultimate goal in pursuing this multi-pronged route of analysis was to generate theory about 'what was happening' around perceptions of IPV 7 screening as revealed by the data, and the concomitant implications for IPV screening acceptability.
Consistent with the qualitative approach employed to assess each site and the perceptions of providers and clients, the study findings are a reflection of the interview respondents' perspectives. Thus, this report consists mainly of quotations that 'give voice' to the respondents across the four study sites, highlighting the main themes that were either deliberately investigated, or which emerged from the in-depth interviews. Where multiple quotations are employed to highlight a theme, an attempt is made to draw them from different study sites and/or respondent categories to demonstrate how each theme generalized across the study sites and participant types.
Key Findings
Client Flow Client waiting times exceeding two hours are not uncommon and have been reported globally. 18 An examination of client flow is particularly important as long waiting times could be seen by potential clients as a barrier to accessing IPV services, thus informing perceptions about the acceptability of these services. Table 2 suggests that client waiting times form an inordinate proportion of clients' total visit time in the ANC, CCC, and Youth Centre, with the highest total amount of waiting time observed being spent at the CCC, and the lowest at the Youth Centre.
The waiting times among the six clients observed at the CCC can be explained by the fact that CCC clients tended to have several different points of contact at the CCC within the same visit (e.g. from reception to cashier, to reception to weighing room, to reception to main provider room, to reception to pharmacy, to reception to physiotherapy room). Clients observed at the Youth Centre generally waited for about an hour after registering if they had come for a counseling visit, unlike their peers who had come to the Youth Centre for Voluntary Counseling and Testing. The latter tended to require relatively shorter waiting times. New patient visits also took much longer than repeat client visits. ANC waiting times varied depending on how many doctors were on duty at any given time.
Conceptualizations of Intimate Partner Violence
Conceptualizations are important as they inform functioning, and structure perceptions and interactions. 19 The concepts that providers and clients hold regarding IPV therefore matter, as they could have a bearing on provider delivery and client receipt of IPV screening. 8 conceptualizations of IPV on the part of providers, for example, could result in negative attitudes toward survivors, or in a lack of respect for survivor confidentiality. On the other hand, provider and client conceptualizations of IPV as a trivial issue, for instance, could impact negatively on their willingness to screen or be screened for IPV. The ways in which providers and clients conceptualize intimate partner violence were therefore considered an important area of investigation in this acceptability study.
Provider conceptualizations of IPV
Although some providers clearly had a comprehensive understanding of IPV, the majority of providers conceptualized intimate partner violence as sexual violence in particular. Indeed, for some, the two terms were actually synonymous. Although this conceptualization is not totally inaccurate (as sexual violence can indeed be a component of IPV), it does suggest that provider understandings of the term were lacking:
[
IPV] could involve doing things you don't want to do -being forced. Like being forced to have sex (Provider, ANC).

IPV is different [from GBV] because it's more of a sexual … more of somebody having sex with another (Provider, ANC). [W]hen I talk about GBV, I think of sexual violence. … IPV to me sounds like it is about two people who are in an intimate relationship -one that's ongoing -unlike GBV, where the violence can be outside an intimate relationship (Provider, CCC).
Furthermore, there were indications that the term 'intimate partner violence' was semantically confusing for many providers. Historically referred to as 'domestic violence,' the term 'intimate partner violence' emerged to refute the notion that violence between partners occurs solely within the domestic sphere, and to be more inclusive of the range of intimate relationships (e.g., heterosexual and same sex; civil union and domestic partners; dating relationships among heterosexual and same-sex couples, whether youth or older people, etc.). It is noteworthy that interviews with providers were conducted in English, while interviews with clients were conducted in Kiswahili. The confusion inherent in the term 'intimate partner violence' for many providers is illustrated by the quotes below: It is plausible that this primary focus on sexual violence has inadvertently served to dissuade providers from identifying other forms of violence among their clients.
Client conceptualizations of IPV
Clients were asked in Kiswahili if they knew of anyone experiencing IPV, and if so, the specific kind(s) of IPV involved. Their responses to these questions indicate that clients tended to conceptualize IPV in two main ways: 1) IPV was conceptualized by clients as being multi-faceted, and 2) IPV was conceptualized as being complex, with interconnections between the various forms of violence.
In stark contrast to the narrower definition offered by several providers, IPV was seen as a multi-faceted phenomenon that could be physical, emotional/psychological, economic, and sexual in nature. When asked whether they knew of anyone experiencing IPV, 20 the majority of examples cited by clients centered on physical and emotional/psychological violence, with few instances of sexual violence cited. Examples of emotional/psychological violence featured prominently, and all examples related to verbal abuse, threats/intimidation, and forced isolation were grouped within the 'psychological/emotional violence' category during analysis. Examples of emotional/psychological violence included verbal abuse (10 references), abandonment (6), infidelity (6), intimidation (4), and forced isolation (2).
Unexpectedly, economic violence (defined, for instance, by a partner's refusal to provide money for food, health care, etc., or by a partner appropriating all of one's income) also formed a major component of clients' conceptualizations of violence. Multiple responses were allowed.
Sexual violence examples were cited the least among the 60 clients (in the ANC, CCC, and Youth Centre) asked whether they knew of anyone experiencing IPV (and, if so, what kind), and these examples of sexual violence were offered by Youth Centre clients only. It is highly plausible that sexual violence might have been more difficult for respondents in general to talk about given that this form of violence is often highly stigmatized in Kenyan society compared to other forms, and thus less likely to be revealed. However, this finding also highlights a possible disconnect between the manner in which the GBVRC has inadvertently been cast, and conceptualizations of violence on the part of potential clients.
Intimate partner violence, from the perspective of clients, was also conceptualized as being a complex phenomenon. In other words, clients' narratives on the subject indicate that various forms of violence are often inter-related, with a survivor rarely experiencing a sole form of violence at a time; rather, several forms of violence tend to occur simultaneously. Figure 1 provides a pictorial representation of this conceptualization, depicting the overlapping relationships between the forms of violence as presented by clients, and the frequency with which each type of violence was mentioned. Overall, the study findings confirm the significance of IPV from the perspective of providers and clients alike, and indicate considerable convergence of the perceived significance and prevalence of IPV across among respondent groups. The challenge will be to break the 'suspicions' and silence that disable clients from empowering themselves.
Client awareness of IPV services
Given the widespread perception of IPV as a prevalent issue, it was important to also determine whether clients were aware of places that those experiencing IPV could go to for help. Respondents were more likely to mention organized, official services -specifically, FIDA [the Federation of International Women Lawyers], the Nairobi Women's Hospital [NWH] , and the police -as places women could turn to for help with IPV than family, friends, or the church. As a client remarked, "Women tend to open up to strangers, like doctors, compared to relatives and friends when it comes to domestic violence" (Client, ANC). It is likely, then, that fear of retribution, stemming from a lack of confidentiality, may figure prominently in women's calculus on where to seek help. 
Notably, the top three places cited by clients all have a history of receiving focused media attention in Kenya when it comes to incidents of violence. Awareness of the GBVRC at Kenyatta National Hospital was comparatively low, indicating a need for increased advocacy both internally within the hospital grounds, as well as externally among the general public. When asked if they knew of any places that survivors of violence could go to for help, respondents that mentioned KNH often did so in the following manner:
I think here at KNH, but I don't know the department (Client, Youth Centre).
Any hospital -even here at KNH (Client, ANC). I don't know of any place, but since you have told me about this place here at KNH [GBVRC], I can tell my friends about it (Client, Youth Centre).
Perceived facilitators for IPV referral compliance Client follow-through with IPV referrals is an important area for understanding the extent of IPV screening acceptability, as the screening process is closely linked to referral for IPV services. Once clients are sufficiently empowered to approach a provider, the importance of effective referrals is also essential in order to diminish long-term health care costs both to the client and the health system. A 2010 study in Kenya has definitively shown the long-term cost benefits of having efficient services for the care and treatment of violence 22 .
Understanding of client follow-through on referrals has tended to focus on external motivation factors, such as provider characteristics, financial incentives, or referral coordination 13 improvement. 23 Findings from this study, however, highlight the importance of both external and internal factors as motivators for clients to follow through on IPV referrals. Clients' ability to act -both perceived and real -can be viewed as an important indicator of program acceptability.
External motivation factors
Perceived benefits
Some clients conceptualized help for IPV in the form of non-medical responses, assuming that following through with IPV referrals might accrue benefits to survivors, ranging from rapid legal assistance, to marriage counseling, and financial assistance:
[Some] will think that women will be given money for food or school fees, or get benefits like … money for business (Client, ANC).
I can also get help because of what I'm going through … in my marriage. … Maybe you are setting up small businesses for women who are being abused and I can be helped through that (Client, CCC).
It will help give women advice which will help them to reform their behavior so that they can stop annoying their husbands and this will make marriages strong (Client, Youth Centre).
Expectations, such as those mentioned by clients above, are associated with potential risks. Although the GBVRC indeed represents one kind of one-stop centre model 24 (providing psychosocial and some medical services, and linking clients to other medical services within KNH, as well as to external police and legal, and social services), it is important to consider how these linkages, when weak, might reflect on the GBVRC as a site that clients would want to obtain services from. The fact that the police and criminal-justice components of a multi-sectoral response to sexual and gender-based violence require strengthening is commonly acknowledged. 25 Respondents from the GBVRC reflect below on some of their experiences with the legal and police linkages provided within this one-stop centre:
I think [those] … who have been given the responsibility of legal matters are not doing their work in helping women with these problems. … they have never represented me in court. I am always alone in the courtroom …. Sometimes I regret having taken this case to this place (Client, GBVRC).
We write PCR forms [for the police] and some of them don't go for the referral. One client said, 'They [the police] told me to stop embarrassing my husband and go back and sort things out.' Sometimes, the [survivor's] husband has already bribed the chief, so there's nothing you can do (Provider, GBVRC).
Actual benefits
Given the weak links in the system, it was evident that clients need and want a clearer understanding of the actual benefits available to survivors. This emerges as an important factor that could potentially motivate survivors to follow through with IPV referrals. Clarity about what a survivor can expect to gain from referral follow-through was overwhelmingly emphasized by respondents.
The [provider] needs to really explain the kind of help which is available so [survivors] can understand the benefit of going where they are being told to go (Client, ANC). Emphasize to [survivors] the benefits and help that they are going to get if they go (Client, Youth Centre).
You can use adverts or radio to tell women about the help which is available here, so when they are referred here, they will have an idea of the kind of help they can get (Client, GBVRC).
Provider respect and distance
One theme that emerged as an external influence and that could help ensure greater referral compliance was provider respect and distance. Clients perceived that the involvement of providers (particularly -but not solely -doctors) in the referral process would serve to greatly enhance the chances of survivors complying with referrals for IPV. Providers in hospital settings were seen by respondents as highly respected due to their specialized training, and their recommendation that a survivor access further services was viewed as persuasive:
You can use doctors to convince [survivors] to come [for IPV services]. Patients really respect doctors and they will listen to them (Client, GBVRC).
The doctor means everything to me. I believe that he can help me, so I would open up to him. I look up to the doctor and have confidence … that if he says he wants to help me …, he will help me (Client, CCC).
In addition to provider respect, the professional distance typically maintained by providers was also considered as critically important for ensuring that survivors feel safe to disclose IPV experiences. Confidentiality was considered crucial and acquaintances were deemed less likely to be able to maintain this:
[A survivor] can tell the doctor or nurse and [they] will not gossip about her because they are strangers (Client, ANC).
The doctor is a stranger and talking to a stranger is not like talking to someone you know, who might tell everyone (Client, CCC).
Internal motivation factors
Respondents placed considerable emphasis on internal motivation factors, which again brings the issue of agency-or a survivor's ability to act upon her needs-to the fore where care, treatment, and (in the long run), prevention of violence are concerned.
Catharsis
Overwhelmingly, the perceived cathartic effect expected from a successful IPV referral and follow-through was highlighted by respondents as a factor that could help ensure IPV referral compliance. IPV referral compliance was viewed by participants as a rare entry-point into a space explicitly designed for survivors to have their voices heard without fearing breaches of confidentiality. This prospect was overwhelmingly viewed as sufficient to motivate any survivor to follow through with referral for further care:
I know many women will not refuse … because most women experience IPV, but they may have never had an opportunity of someone asking them about it in a hospital set-up (Client, ANC).
In most cases, women are never given a chance to talk. Many are harassed sexually but society has no avenues to make them talk. This will be a chance for them to do so (Client, Youth Centre).
They will be willing. We don't have many other alternative places we can go to talk about such things (Client, GBVRC).
[W]omen have many problems and they are just waiting for an opportunity for someone they can share with so as to release the stress they have been carrying (Client, CCC).
Women as agents of social change
Another major feature of respondents' narratives had to do with women seeing themselves as potential agents of social change where IPV is concerned. This collective spirit and action is welldocumented in the literature on reproduction. 26 Respondents strongly perceived that women (survivors and non-survivors alike) would be likely to help others by sharing information on where to get help for violence. The screening process was thus seen as an educative one, in that whether one was experiencing violence or not, it would inadvertently create awareness around IPV as a problem, and notably around where assistance and services might be obtained. Women also repeatedly emphasized the desire to share information gained through the IPV screening process with their peers, and referred to the screening process as providing information which could be useful to them personally in the future, if not at the actual time of IPV screening:
Even if I'm not experiencing violence right now, those services will help other women, and some of them could be my friends. And if you know about these services, you can tell other women who may not know about it (Client, ANC).
You never know about life. I may go through it in [the] future and I'll be able to know where to go for help. I can also tell my friends about it and they will be able to get help before something serious happens to them (Client, Youth Centre).
Women who will have been identified can go out there and share this idea with their friends and relatives. … [S]ometimes they don't know where go get help … You know, I did not know about this place [GBVRC] … had I known, maybe this would have been the first place for me to go (Client, GBVRC).
Hidden demand for IPV services
The sheer desire for assistance as a catalyst toward IPV referral compliance emerged as a recurrent theme among respondents. Here, women highlighted the fact that IPV screening holds potential for capturing those survivors that represent 'low hanging fruit', in the sense that they are ready for intervention and require no coaxing beyond the provision of information about the availability of services:
If a woman is suffering because of her husband and she wants to be helped, she will go because she wants somebody to help her (Client, ANC).
If she wants to be helped, if she wants a breather in her life from what she has been going through, then she will go (Client, Youth Centre).
Mainly, because they are fed up with their situation and don't know what to do next, they will go, hoping that someone will be able to help them before they go mad (Client, CCC). Like me, I had been suffering for 4 years since my husband started beating me. I didn't know what to do or where to go. But a friend of mine told me about this place and I decided to come because she told me I could get help. I came because I needed help (Client, GBVRC).
IPV Screening: What do Women Want? All 68 clients interviewed perceived routine screening for IPV to be an important and useful exercise. Nonetheless, respondents also articulated a number of desirable conditions without which women's participation in IPV screening processes and client follow-through with referrals might, in fact, be hampered. As the quotations to follow demonstrate, the desirable conditions articulated by women fell into six main themes, namely: confidentiality, positive provider attitudes, convenience, respect for choice, de-stigmatized spaces for care, and preferred provider characteristics.
Confidentiality
Privacy was a major concern of respondents, who wanted to be sure that the strictest of confidentiality would be observed by providers involved in the screening process: "Reassure [survivors] that whatever they talk about will be kept confidential, and other people like their relatives or [partner] will not find out she was talking about him" (Client, ANC).
Positive provider attitudes
As to be expected, the attitude of providers toward survivors was also considered by participants to pose a major threat to both IPV screening and IPV referral compliance. One client, for instance, likened survivors to customers that respond positively to good customer service: "If the provider is rude, [ 
survivors] won't go. It's just like going to a shop on the first day and you talk to me badly. Of course, I'm not going to come back" (Client, ANC).
Convenience
The more convenient the referral process is made for women, the more likely they would be to attempt to access IPV services, according to those interviewed. Convenience was defined by clients in regard to proximity of the IPV services ("They should be referred to a room which is nearby so they don't have to move out of the Youth Centre" -Client, Youth Centre), cost ("Offer the services and the help free of charge" Client, ANC), and speed (" [O] 
ffer them the services that they came for as quickly as possible so that they don't have to wait for long [at the point of screening], and they will have the time to come here [the GBVRC]" -Client, GBVRC).
Respect for choice
Although only expressed by a minority of respondents (four in the Youth Centre and one in the GBVRC), the need for choice in the screening and referral follow-through process merits attention. All respondents were asked how they would have reacted towards being asked IPV screening questions were such questions to have been posed during their current hospital visit. Five respondents, the majority of whom were young people from the Youth Centre, had reservations about being screened for a condition unrelated to the original purpose of their hospital visit. Although this did not emerge as a major theme, patients' rights play an important role in any work around violence:
I did not come here today prepared to answer such questions. I only came … for VCT and I don't want to waste time answering unnecessary questions. I only agreed to talk to you because you asked me nicely (Client, Youth Centre). I think when I have come for ANC services [for instance], I may not be prepared psychologically to talk about [IPV]. At that time, my main aim is to get ANC services and leave. … I wouldn't discuss my husband and expose unless I'm going through counseling (Client, GBVRC).
It is noteworthy, however, that, as indicated by the first quote above, even the most reticent of clients can be persuaded by positive provider attitudes. Ensuring willingness, as with any consenting process, enhances a survivor's sense of safety and will likewise enhance providerclient rapport.
Another element of choice that emerged from interviews with clients had to do with the right of survivors to choose to remain with an abusive partner, despite the possible health, social, and other consequences of doing so: 
De-stigmatized spaces for care
The GBVRC is currently housed within the Patient Support Centre, which is also home to KNH's Psychiatry Department. The Patient Support Centre provides various kinds of support to several categories of clients (e.g., mental health clients, substance abuse clients, and HIV-positive clients). The Centre also provides multi-sectoral linkages and support to survivors of genderbased violence. This impressive effort, however, comes with an unintended consequence -the fear of increased stigma. A few, though not insignificant number of, GBVRC clients, felt that the fear of stigma (i.e., the stigma of seeking services at the GBVRC) could serve as a deterrent to accessing services for some survivors: 
Preferred provider characteristics
To gain an understanding of the kind of provider with whom clients would feel most comfortable performing an IPV screening role, respondents were asked specific questions about their preferences around provider type, age, and gender. Counselors were overwhelmingly preferred by respondents given that their training was perceived as having prepared them most adequately for this role:
A counselor will be better at creating a good rapport and relationship with me since they have been trained in that (Client, ANC).
I would prefer a counselor. A doctor deals with treatment. A counselor has already counseled many other people and has been able to lift them out of depression and he will be able to life me up as well because of [his] experience (Client, CCC).
Table 5 below describes the number of times counselors were mentioned by clients as the preferred provider for conducting IPV screening. The preference for counselors may also be explained by the fact that, when talking about their preferred provider, most respondents had the actual provision of IPV psycho-social services in mind, rather than the screening process alone, which involves a provider asking the client a few, short questions.
Provider age did not emerge as a major issue of concern for respondents, apart from among Youth Centre clients (5 out of 20). For the vast majority of clients, the age of the provider performing a screening or IPV counseling role was not nearly as important as the maturity displayed by the provider concerned. The following represents the typical response of participants to the question of what age they would prefer providers to be:
Does age really matter? You just need to be mature enough. How you approach me is what matters. Like you now, you look young, and I am 50, but we are talking nicely because you approached me with respect and explained what you wanted (Client, CCC).
Concerns about providers performing the IPV screening role being too old were expressed by a minority of respondents in the Youth Centre, however:
I wouldn't feel comfortable talking to someone as old as my [parent]. I will not answer some questions honestly because I will feel like it's my [parent] asking and I can't talk to them about such things (Client, Youth Centre).
It is easier to talk to a youth than an adult. [Talking to] an adult is just like talking to my mum and I won't be able to reveal some secrets to her (Client, Youth Centre).
Provider gender was not highlighted as a critical issue for most respondents. The words of an ANC client reflect the sentiments of the vast majority of those interviewed: "When it comes to gender, I really don't care; any [gender] can do, so long as it is someone experienced." IPV Screening: Convergences between client and provider priorities There were two important convergences around what clients ideally wanted their potential IPV screening experiences to be like, and what providers felt was actually possible. Firstly, providers, like clients, were of the opinion that counselors should ideally attend to the psycho-social needs of IPV survivors. Secondly, providers shared clients' concerns about ensuring a convenient IPV referral process.
Like clients, providers regarded counselors as being well-placed to handle the task of IPV screening and the psycho-social support that follows screening:
GBVRC counselors can address them [IPV clients]. Refer them here (Provider, GBVRC).
With more counselors (we as clinicians now realize the importance of having counselors) [IPV screening] should be done; and with counseling, the quality of our services would improve across the board (Provider, ANC).
Providers outlined two primary areas of concern around the referral process which were also highlighted by clients: proximity and speed. The sheer size of Kenyatta National Hospital (a facility with a staff capacity of 6,000 and nearly 40 Departments 27 ) was noted as posing a navigation challenge for even regular clients. Secondly, moving toward (physical) one-stop centre models for providing IPV services was a desire expressed by providers both within and beyond the GBVRC, as a way of keeping the referral process as convenient as possible for clients. In the absence of such models, other solutions were proposed, however: Another priority of providers in regard to the IPV screening process that aligned with the concern of clients had to do with the speed of the IPV referral process. As a provider pointed out:
I think when it's a one-stop shop, it's easier because everything is handled in the same place. … The GBVRC is not a one-stop shop because we don't have a doctor here, so when the patient comes, we take the history, then refer to [the] Casualty [department] if they need a physical check-up, then back to the GBVRC for counseling. So, it's a whole rotation (Provider, GBVRC
Maybe they [ The concern expressed by the provider above is a valid one, given the findings from the client flow analysis discussed previously (see Table 2 ). However, as explained by a GBVRC provider:
We give [ Concern for IPV survivors' well-being while within the hospital setting was evident across the provider interviews, and was clearly an issue for clients themselves. The lack of a structure and standards for facilitating this process was also apparent. Compassionate referrals and care for GBV survivors, for instance, are occurring at Kenyatta National Hospital, as exemplified by the quote above. But these referrals for survivors are not conducted systemically; rather, IPV detection is more serendipitous, depending on a host of conditions, at KNH: In addition to systematic screening procedures, adding human resources, in the form of escorts, could be an innovative way to ensure referrals and possibly follow-through. While staff shortages are often cited, there are a host of potential workers-in-training, including psychologists, counselors, nursing students, social workers, and others who could assist with the escorting process which would in turn build awareness and capacity within the health system.
Overview of client and provider perspectives on screening All clients interviewed were amenable to the idea of integrating routine screening for intimate partner violence into other health care services. The important concerns of some clients around the introduction of IPV screening have been discussed. These concerns notwithstanding, the idea of routine screening for IPV was favorably viewed and unanimously received by women. One respondent with a keen understanding of the benefits of IPV screening, having received care from the GBVRC herself, made the following poignant comment: Some providers acknowledged staff shortages as a concern that could have implications for effective IPV screening. Nonetheless, routine IPV screening was viewed by all providers as a welcome initiative overall, firstly because they perceived such an initiative as having the potential to positively affect a large number of women and youth, but also because of the apparent association between violence and a host of other mental and physical health problems: Provider recommendations for other IPV screening points Providers were asked for their opinions on other departments at KNH that would be ideal for the introduction of IPV screening. Their responses were based on the perception that detection of IPV survivors in the mentioned locations would be high, or simply that the mentioned locations typically drew together large numbers of women and youth. Nearly half of these proposed screening contact points (Casualty, Burns Centre, Youth Centre, CCC, and Pediatric Surgery), include the likelihood of capturing youth and children, who are also increasingly survivors of emotional, physical and sexual violence, according to national data. Table 6 indicates the departments mentioned by providers and the number of times they were mentioned by individual providers.
It's a good idea and would go a long way toward helping women at large. … [G]iven an opportunity
Summary of Findings
Although routine screening for intimate partner violence is a current recommendation of several professional associations in industrialized countries, developing country contexts such as Kenya have yet to take on this task. There are good reasons for this hesitation, given that strong health systems should ideally be in place prior to the introduction of IPV screening. The current proliferation of one-stop GBV centers on the continent, however, now provides an opportunity to determine the acceptability of routine IPV screening. That violence has become an increasingly serious public health concern in the region emphasizes further the need for acceptability assessments around this issue. As most research on IPV screening has been conducted in developed countries, this study serves as one of the first in a developing country context to have assessed the acceptability of IPV screening from the perspective of providers and clients in public health care settings-and the results are decidedly encouraging.
In summary findings from the study indicate the following:
1. There is considerable concurrence between providers and clients on the importance and relevance of screening and referrals for the care and treatment of violence. In fact, the single area of disconnect between providers and clients lies in the definition of IPV. Providers tended to cast IPV into the realm of sexual violence, while clients and survivors included the physical, economic, and emotional/psychological aspects of IPV 2. IPV is perceived by clients and providers as being a highly prevalent issue in the lives of Kenyan women, with providers in particular estimating that it is a lived experience of anywhere from a third to over half of their clients.
3. Despite perceptions that IPV is extremely prevalent in the lives of women, few clients (some of whom were also hospital staff) are aware of the existence of the Gender-Based Violence Recovery Centre at Kenyatta National Hospital. Yet, clients perceive that survivors of IPV are more likely to seek assistance in hospital settings than with family or friends.
5. All providers and clients interviewed were of the opinion that screening for IPV is an important and useful undertaking that would be highly beneficial to women. Given the perceived importance of the issue, providers also gave recommendations for other departments within Kenyatta National Hospital where screening is needed, considering the estimated large number of IPV cases that are likely present in these settings.
Conclusion and Recommendations
In conclusion, routine screening for IPV is acceptable to providers and clients at Kenyatta National Hospital, provided that the system as it currently stands is reinforced in specific ways (e.g., assurance of confidentiality, positive provider attitudes, and respect for patient rights). These conditions largely fall within the expected norm when it comes to the quality of care provided within accredited health facilities.
The major recommendations from the study include: improved awareness-raising around definitions of violence and available services; improved quality of care; and the provision of child-and youth-friendly services.
Improved awareness-raising around definitions of violence and available services
As most KNH clients were unaware of the existence and/or the mandate of the GBVRC, mechanisms must be found to publicize the GBVRC, both within and beyond Kenyatta National Hospital. Awareness-raising, if done properly, becomes an integral part of future prevention work, alerting would-be perpetrators that an effective response system is in place. Speaking about violence openly will also serve to de-stigmatize the issue in public forums.
While awareness is being raised, improved training among health care providers on the screening process (including sensitization on GBV and IPV, positive provider attitudes, and non-coercive messaging about unhealthy relationships) is essential and should occur before the introduction of IPV screening and continue on a regular basis thereafter. Once IPV screening is introduced, it should, to the extent possible, be integrated into the normal medical history-taking process, serving to further de-stigmatize the screening procedure. Training sessions should move providers towards more realistic and holistic definitions of IPV that resonate with their client population, while also providing a better understanding of what services clients can expect to receive at the GBVRC.
Related to this, it is important for the GBVRC to take stock of its primary strengths as a one-stop centre and to highlight the components of the GBV response model that are working well during the provider trainings. This will help providers to convey clear messages to IPV survivors on the kind of help they can realistically expect as a result of referral. The training of 'escorts' to attend to survivors as they move through the system would also be beneficial. This training could be geared towards allied health staff who
have not yet completed their training but are still required to spend time in the work setting, thus serving to prepare future cadres of health care workers with a more holistic understanding of violence care and treatment.
Improved quality of care
Quality of care is essential to the success of any medical intervention. Patient flow and costing are two elements of the quality of care framework that can define a client's experience in the health care setting
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. Given the lengthy waiting times that clients experience in various departments (and client and provider desires for the referral process to be convenient), there is a need to standardize existing, compassionate referral processes at KNH, moving them from an ad hoc basis to a standard procedure between the GBVRC and other departments.
Provision of child-and youth-friendly services
Finally, given that a substantial proportion of survivors of violence in Kenya are children and youth, efforts should be made to improve the quality of care available within childand youth-friendly services provided to Kenya's younger cohort. Young people in this study (interviewed at the Youth Centre) emerged as a special group with slightly different needs from clients interviewed in other departments. Their main concerns revolved around the need for the IPV screening process to be youth-friendly. The recommendation is for the GBVRC and the Youth Centre to work closely together in meeting the needs of young IPV survivors.
[If mentions more than one type of help:] Out of the kinds of help that are offered by this place/these places, which would you say is the most useful to a woman experiencing IPV? Kindly elaborate.
Interview Closing:
I have asked a lot of questions of you. Now let me give you a chance to ask me questions. Do you have any question for me that is related to this project?
Thank you so much for your time. The information you have shared will be useful as we try to improve services for IPV at KNH. Kindly accept this directory of GBV services in Nairobi. We hope you, or those you know, will find it useful.
Client Exit Interview Guide (GBVRC ONLY)
Assessing the Acceptability and Feasibility of Screening for Intimate Partner Violence (IPV) in Public Health Care Settings in Kenya Population Council
To be administered to clients that exited from the GBVRC ONLY
Hello. My name is [Name]. I'm working on a project that KNH is conducting with the Population Council to try and ensure that women who are experiencing IPV are able to get the health care and help that they need. As part of this project, we are approaching up to 80 women that have received services at this hospital to ask some questions that will help us develop a plan for KNH and other hospitals to start helping women that have experienced IPV.
If you agree to speak with me, I will take about 15-20 minutes of your time, asking what services you're aware of to help women that are experiencing IPV, and what you think about having KNH try to screen their patients to find out who might be undergoing this so they can be referred to other departments for help. Everything we talk about will be totally confidential. Your name will not appear on any of our reports. I will be taking down notes as we speak to be sure I do not miss any of the important information you share with me. If at any point you would like to stop, or if there are any questions you would rather not answer, that is fine -just let me know. Is there anything you'd like to ask me at this point?
5. Let's talk a little bit about routine screening. Are there any conditions you can think of that are routinely screened for in your department? Kindly give me an example. 8. We've almost come to the end of the interview and I appreciate what I've learned from you so far. After our interview with you and other providers, we will have a better understanding of how IPV issues are being handled currently at the hospital. We will later conduct a larger study to really focus in on the feasibility of doing routine screening for IPV at the hospital. Would you be willing to participate in the larger study if we were to contact you for another interview?
9. Lastly, we also think it's important to set up a Hospital Research Task Force to sensitize hospital staff and administrators about the importance of this IPV study, as well as to help guide the study. If you had to nominate key persons at the hospital to be on such a task force, who would those key persons be?
Interview Closing:
That covers everything I wanted to ask. Thank you so much for your time. This has been very interesting and I've certainly learned a lot more about how IPV is handled at the hospital and what can be done to make routine screening for IPV a reality. 
